BACkGrounD: Periodically surveying wait times for specialist health services in Canada captures current data and enables comparisons with previous surveys to identify changes over time. METhoDS: During one week in April 2012, Canadian gastroenterologists were asked to complete a questionnaire (online or by fax) recording demographics, reason for referral, and dates of referral and specialist visits for at least 10 consecutive new patients (five consultations and five procedures) who had not been seen previously for the same indication. Wait times were determined for 18 indications and compared with those from similar surveys conducted in 2008 and 2005 . rESuLTS: Data regarding adult patients were provided by 173 gastroenterologists for 1374 consultations, 540 procedures and 293 same-day consultations and procedures. Nationally, the median wait times were 92 days (95% CI 85 days to 100 days) from referral to consultation, 55 days (95% CI 50 days to 61 days) from consultation to procedure and 155 days (95% CI 142 days to 175 days) (total) from referral to procedure. Overall The aim of the present study was to survey and report the national wait times for specialist gastroenterology care in 2012, and to compare these with the wait times reported in 2005 (3) and 2008 (5) .
METhoDS
The methodology used in the present study was similar to that used for the previous audit, SAGE 2008 (5) . The CAG National Office handled all administrative aspects of the program. The data collection strategy and analysis was supervised by the SAGE advisory group (DL, DA, RB, CF, JT, MB, PC and PS), who provided expertise in gastroenterology care.
Participants
Canadian gastroenterologists and internists specializing in gastroenterology were informed of SAGE 2012 through mailed announcements to CAG members and provincial gastroenterology organizations, advertisements in monthly e-newsletters, Canadian Journal of Gastroenterology notices and the CAG website. Gastroenterologists or internists who perform endoscopy who were not CAG members were identified through the Canadian Medical Directory and also invited to participate.
Interested physicians were directed, through the CAG website, to contact the CAG National Office via e-mail (sage@cag-acg.org), a toll-free number or fax to advise CAG as to how they would prefer to complete the survey (online or on paper). Depending on their expressed preference, registered participants received an e-mail containing the URL to the encrypted survey or paper forms to be completed and returned via fax before the survey.
Questionnaire
With the exception of two additional demographic questions (number of years in practice and physicians' satisfaction with their current wait times), the SAGE 2012 survey was identical to SAGE 2008 (Tables 1  and 2 ). The questionnaire was available in English or French.
Participants provided personal demographic data (Table 1 ) and anonymized information on five consecutive clinic patients (consultations), and five consecutive endoscopy outpatients (Table 2 ) who had not been seen previously for the same indication. Patients who were seen for same-day consultation and procedure (C&P) were included and analyzed separately.
Similar to the 2008 survey, the SAGE evaluated wait times relating to 18 selected nonurgent indications based on the Canadian consensus on medically acceptable wait times for digestive health care (2), as well as an 'other' write-in category. SAGE 2012 was conducted during the week of April 16 to 20, 2012; however, prospective participants who were unavailable during this week were able to register for data collection to occur during the weeks of April 9 to 13 or April 23 to 27, 2012. Electronic data were collected using a web-based platform (ECD Solutions, USA) while paper-based data collection forms were faxed directly to the CAG office.
Ethics review
In the present survey, no patient identifiers were collected, no patient participation or intervention was required, and aggregate results were presented such that no individual participating physician could be identified. The practice audit program was approved by a central ethics committee (Institutional Review Board, Aurora, Ontario, January 2012) and, if required, by a local ethics board. (1) □ Stable dysphagia that is not severe (2) □ Chronic GERD referred for screening endoscopy (3) □ Poorly-controlled reflux/dyspepsia, NO alarm symptoms (4) □ Dyspepsia WITH alarm symptoms (5)
Data analysis

Small intestines
□ Confirmation of celiac disease antibody test (6)
Liver □ Painless obstructive acute jaundice (7) □ Persistent (>6 months) abnormal liver function tests (8) □ Chronic viral hepatitis (9) abdomen/large intestine □ Chronic abdominal pain (10) □ Clinical features of significant active IBD (11) □ Chronic diarrhea or chronic constipation (12) □ New-onset change in bowel habit (13) □ Bright red rectal bleeding (14) □ Documented iron deficiency anemia ( 
GERD Gastroesophageal reflux disease; IBD Inflammatory bowel disease; SAGE Survey of Access to GastroEnterology
Ontario. As in previous surveys (3, 5) , wait time durations were defined as the following: 1. Wait time to consultation: The time the patient was first referred to the digestive health care provider until the consultation; 2. Wait time to procedure: The time the patient first consulted with the digestive health care provider until the completion of the digestive disease procedures; and 3. Total wait time: The time the patient was first referred to the digestive health care provider until completion of the procedure. Total wait time is available only for those patients who had both a C&P. 4. Wait time to same-day C&P: The time between the date of the initial referral to the digestive health care provider and the date on which both the C&P were performed. Similar to the previous studies, data for same-day C&P patients were analyzed separately.
Wait times are presented as medians with 95% CIs, and statistical comparisons with data from the PAGE and SAGE 2008 surveys were performed using the Wilcoxon's rank-sum test with adjustment for multiple comparisons. of participants indicated they had been in practice for fewer than five years, 16% for five to 10 years, 23% for 11 to 20 years, 24% for 21 to 30 years, and 13% for more than 30 years. When asked about their level of satisfaction with current wait times, most responded "not at all" (42.2%), and only 4% and 6.4% responded "extremely" or "very" satisfied, respectively. The distributions of participants and patients according to province are shown in Table 3 . There were no participants from Prince Edward Island, the Yukon or Nunavut/Northwest Territories.
overall wait times
Data regarding adult patients were collected for 1374 consultations, 540 procedures and 293 same-day C&P. Most cases were reported in one of the 18 primary indication categories, with only 122 being classified as 'other' indications.
Nationally, the median wait time to consultation was 92 days (95% CI 85 days to 100 days), wait time to procedure was 55 days (95% CI 50 days to 61 days) and total wait time was 155 days (95% CI 142 days to 175 days) ( Table 4 In 2012, wait times to consultation and same-day C&P were both significantly longer in teaching hospital practices than in community-based practices (120 days versus 82 days; 119 days versus 64 days, respectively; P<0.05). Comparing 2012 with 2008, there was a significant increase in wait time to consultation in teaching hospital practices (112 days versus 99 days; P<0.05) and a significant improvement in wait time to same-day C&P in community-based practices (63 days versus 87 days; P<0.05). 
Figure 1) Comparison of national median total wait times across the three surveys. Median total wait times in 2012 and 2008 were significantly longer than in 2005 (P<0.05). PAGE Practice Audit in GastroEnterology; SAGE Survey of Access to GastroEnterology
Changing indications for endoscopy
Descriptive analysis of the proportions of procedures performed for each indication in 2012 and 2008 showed no substantial differences and, in particular, there was no difference between the proportions of screening colonoscopies in the two surveys (21.0% versus 19.4%, respectively, Table 5 ).
Wait times according to indication
Median wait times according to the primary indication for patients included in each of the three surveys are shown in Table 6 . Indications were the same in the SAGE 2012 and SAGE 2008 surveys. The PAGE 2005 survey was somewhat different, yielding comparative data for only seven of the indications. There were very small numbers of patients for some indications. Similar to data reported in 2008, wait times in the present survey were longest for patients undergoing screening colonoscopy. The shortest wait times were, again, reported for those receiving separate or same-day C&P for indications of 'cancer likely based on imaging or physical exam', 'severe or rapidly progressing dysphagia or odynophagia', 'documented iron deficiency anemia' and 'dyspepsia with alarm symptoms', as well as 'bright red rectal bleeding' in the 2012 survey.
While wait times for several indications remained longer than those reported in 2005 (Table 6) , there were few differences compared with 2008. In 2012, significantly longer wait times to consultation were noted for 'confirmation of celiac disease antibody test' and 'chronic viral hepatitis' and to procedure for 'poorly-controlled reflux/ dyspepsia with no alarm symptoms' compared with 2008. However, wait times in 2012 for same-day C&P were significantly shorter for 'bright red rectal bleeding' and for 'stable dysphagia that is not severe' compared with those reported in 2008.
Wait times for screening colonoscopy were longer if the C&P occurred on separate days, but were shorter for same-day C&P in 2012 compared with 2008 (Table 6 ). Significant increases were noted for time to consultation (23 days; 150 days versus 127 days; P<0.05) and for total wait time (78 days; 279 versus 201 days; P<0.05) but not for time to procedure (22 days; 94 days versus 72 days). However, time to same-day C&P showed a significant decrease of 48 days (153 days versus 201 days; P<0.05).
DiSCuSSion
Periodically assessing wait times for health services is critical in planning for future health care needs in Canada. The SAGE surveys provide data on the delivery of gastroenterology health care and helps organizations, such as the CAG, determine where improvements are needed and resources should be directed. The survey was conducted with minimal burden to specialists during a typical work week, thereby providing an up-to-date snapshot of wait times experienced by Canadians needing digestive health care services. The data in the current survey enable evaluation of time trends, in direct comparison with the very similar SAGE 2008 (5) survey and, to a lesser extent, with the PAGE 2005 (3) survey.
The median total wait time reported for all indications in 2012 was unchanged from that reported in 2008, while there was a significant decrease of 23 days in the median time to same-day C&P. Despite this, wait times continued to be significantly longer than in 2005, and remained well in excess of the 60-day recommended target wait time for most indications for endoscopy (2) . In addition, while the shortest wait times were for indications such as 'cancer likely based on imaging or physical exam' and 'documented iron deficiency anemia', the maximum total wait times and same-day C&P wait times were in the range of three to six months, whereas the recommended targets are two weeks and two months, respectively.
In addition, the median total wait time for screening colonoscopy further increased from 201 days in 2008 to 279 days in 2012 and continued to exceed the target timeframe of six months (2). However, for screening colonoscopy, there was a decrease in the wait time for same day C&P from 201 days to 153 days, suggesting that one-half of patients are undergoing the procedure within the recommended six-month target. Analysis of the proportion of screening colonoscopies showed that this indication accounted for approximately 20% of cases in both the 2012 and 2008 surveys. The reduction in wait times for same day C&P for screening colonoscopy may be due, in part, to an increase in the use of provincial population-based screening programs that provide financial incentives to ensure individuals undergo colonoscopy in a timely manner. Wait time to endoscopy is particularly important because diagnostic delays were identified as the main contributor to the overall wait time to treatment in a study of patients with colorectal cancer (7). While there may have been some reduction in wait times in a few Canadian provinces compared with 2008, these results should be interpreted with caution due to the small numbers of wait times reported in some of the provinces.
The 2011 report by the Fraser Institute detailing wait times for health care access across 12 specialities in Canada (8) showed that patient wait time to specialist consultation was an estimated 67 days -an approximate five-day increase over wait times reported in 2010.
In SAGE 2012 and 2008, the overall median time to consultation was 92 days, which was significantly longer than in PAGE 2005 (69 days). Of the 12 specialities included in the Fraser Institute's report, the median time to specialist consultation for only three specialtiesplastic surgery, neurosurgery and orthopedic surgery -exceeded the median 92 days to consult reported in SAGE 2012 (8) . In the Fraser Institute survey, physicians identified the most important factors contributing to any change in wait times (increase or decrease, n=897) as "availability of operating room time" (59.6%) and "change in patient load" (36.6%) (9) . The SAGE surveys are unable to identify reasons why access to nonurgent gastroenterology care continues to fail to meet the recommend targets. Wait times represent a balance between service demands and available resources. Similar to the Fraser Institute survey (8) , it is likely that availability of endoscopy facilities is a factor in wait times for endoscopy. Factors, such as a lack of operating rooms, a lack of nurses and specialists, uneven demand or suboptimal regional coordination, may vary substantially among different regions of the country in terms of their impact on patient wait times (1) .
The present survey only considers the wait time from the time the patient is referred to the specialist. However, the patient may have already also waited to see their family physician. Once referred, the reduced level of communication between specialists and family practitioners as a result of the shrinking role of the latter within the hospital setting may contribute to lengthy wait times to specialist consultation (1) . Online programs promoting increased interactivity between the family practitioner and specialist may facilitate the referral process. Such programs are promising and may prove to be important resources in combating increasing wait times (10) (11) (12) .
Given that wait times have not improved in the past four years, it is time to consider the roles of other strategies to improve wait times such as adherence to screening and clinical care guidelines, the use of electronic medical records and increased availability of endoscopy resources, whether in hospital or in independent, out-of-hospital endoscopy facilities. In addition, given that wait times for same-day C&P are markedly less than total wait times (which include waits from referral to consultation and an additional wait from consultation to procedure), it may be worth identifying more patients who could be appropriately referred for same-day C&P -this would require careful consideration of appropriate indications so that the procedures can be performed safely with patients having the opportunity to provide full, informed consent before the procedure (13) .
A recent survey involving 956 patients (14) found that wait times at out-of-hospital clinics were shorter than at in-hospital facilities for asymptomatic patients awaiting screening colonoscopy, but not for symptomatic patients. This strategy of using out-of-hospital facilities may be particularly useful for screening colonoscopy, which accounted for 20% of indications in the 2012 survey.
Adherence to published guidelines on recommended screening intervals should reduce inappropriate specialist referrals and inappropriate procedures, thereby reducing wait times for patients in whom a procedure is indicated. An analysis of patients (n=411) in the United Kingdom who were waiting for colonoscopy (15) found that 76% should not have been on the waiting list. Of that 76%, clinical guidelines showed that 42% were scheduled too early and were not actually due for colonoscopy, and the remaining 34% had no need for the procedure whatsoever.
In an effort to improve the referral process for patients and reduce wait times, the Northwest Territories has implemented various procedures and tools such as mandatory referral criteria, patient condition prioritization based on specific criteria, a territory-wide electronic medical record system and assessment of referral necessity using telehealth services (1). In addition, a quality assurance program established in Calgary (Alberta) included surveys to monitor the patient experience, endoscopist report cards on colonoscopy performance, as well as tracking and evaluating adverse events and monitoring wait times (16) . The use of computerized records and referrals can help ensure timeliness of diagnostic colonoscopy for the evaluation of colorectal cancer diagnoses (17) .
As part of the CAG initiative, Quality Program -Endoscopy, newly published consensus recommendations on endoscopy safety and quality indicators are now available. These provide clear and specific evidenced-based guidelines to improve the delivery of endoscopy services in Canada (13) .
While colon cancer screening is a major stressor to the system, this does not mean that the strategies or solutions should be directed solely at colorectal cancer screening. Wait times for urgent conditions were too long in 2005 and have changed little; therefore, it is important to prioritize access for all appropriate patients with digestive diseases. This includes appropriate evaluation of patients before referral, communication of the degree of urgency by the referring physician to the specialist (and vice versa), and appropriate availability and management of consultation and endoscopy resources to ensure that patients are seen in a timely manner.
The present survey has several limitations similar to those identified in previous surveys (5) . Not all eligible physicians participated in the survey and, therefore, bias may have been introduced by the absence of physicians who were too busy and who may, therefore, have had longer wait times. Although there were approximately 25% fewer respondents in the present survey compared with the 2008 survey (n=173 versus n=226), it still represents approximately one-third of the gastroenterologists in Canada. In addition, data from other specialists who may also be performing endoscopies, such as surgeons, would not be captured. The data may underestimate wait times because onethird of respondents indicated that they were limiting new referrals, suggesting they may be refusing new consultations if they cannot see them in a timely fashion. The survey also does not account for the effects of other factors such as hospital resources, out-of-hospital endoscopy facilities and other investigations.
SuMMAry
The present survey provides a snapshot of access to gastroenterology services for Canadians in 2012. Compared with the 2008 survey, wait times have generally not improved and continue to be longer than those reported in 2005. In all three surveys, wait times for many indications exceed consensus conference-recommended targets. Future research should investigate why wait times exceed recommendations so that appropriate strategies can be developed to provide timely patient access to high-quality digestive health services across Canada.
